ABSTRACT Fundamental changes in China's finance system for social services have decentralized responsibilities for provision to lower levels of government and increased costs to individuals. The more localized, market-oriented approaches to social service provision, together with rising economic inequalities, raise questions about access to social services among China's children. With a multivariate analysis of three waves of the China Health and Nutrition Survey (1989, 1993 and 1997), this article investigates two dimensions of children's social welfare: health care, operationalized as access to health insurance, and education, operationalized as enrolment in and progress through school. Three main results emerge. First, analyses do not suggest an across-the-board decline in access to these child welfare services during the period under consideration. Overall, insurance rates, enrolment rates and gradefor-age attainment improved. Secondly, while results underscore the considerable disadvantages in insurance and education experienced by poorer children in each wave of the survey, there is no evidence that household socio-economic disparities systematically widened. Finally, findings suggest that community resources conditioned the provision of social services, and that dimensions of community level of development and capacity to finance public welfare increasingly mattered for some social services.
Fundamental changes in China's finance system for social services have decentralized responsibilities for provision to lower levels of government and increased costs to individuals. The more localized, market-oriented approach to social service provision, together with new economic inequalities, has raised concerns about whether barriers to health care and education for the poor have increased. Medical care costs and school fees have escalated, while many public services and safety nets have collapsed. In a thoughtful assessment of Chinese social welfare reform in the 1980s, Davis warned of greater inequalities in the quality and quantity of schooling between urban and rural residents, and between villages of different income levels. 1 In her appraisal of public health services, she forecast that both urban and rural residents who could not afford to pay for care would suffer because state institutions that provided medical The China Quarterly their implications for understanding the condition of children's social welfare in China.
Children and Welfare Reform in China
Many of the challenges in providing public health and education services for children are linked to larger initiatives to reform the government's fiscal system. 5 Market competition has eroded the profitability of state-owned enterprises, and the government has struggled to establish an effective taxation system to replace the lost revenues previously provided by those enterprises. 6 To provide stronger incentives for local government leaders to generate more revenue and to shed their own expenditure responsibilities, the government at all administrative levels has decentralized expenditure responsibilities as well as claims on revenue. 7 This change has reduced resource transfers from richer to poorer regions, increasing inequities in public spending, 8 and ultimately shifting the burden of social welfare costs to families and communities.
Importantly, these policy shifts have coincided with dramatic increases in regional inequality. Inter-provincial income inequality increased markedly from the late 1980s to at least the mid-1990s, and the urbanrural gap in income and living standards remained large, by some estimates wider than anywhere in the developing world. 9 With this broader context in mind, we discuss important changes in the health and education sectors that have emerged in reform-era China.
Health. On the eve of market reforms, public health institutions were financed by the government, and public health services were provided to users at little or no cost. 10 By 1975, insurance coverage provided by the government, state enterprises and the rural co-operative medical system had reached close to 90 per cent of the population. 11 This coverage included almost all of the urban population and 85 per cent of the rural 7. Albert Park, Scott Rozelle, Christine Wong and Changqing Ren, "Distributional consequences of reforming local public finance in China," The China Quarterly, No. 147 (1996) China, 1989 China, -1997 population. It provided access to both cost-effective preventive and curative health care services.
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With market reforms, fiscal decentralization and the diminishing role of rural collectives resulted in an increasing private share in health expenditures. 13 The co-operative medical system (hezuo yiliao), no longer supported by collective farming income, disintegrated, leaving the majority of rural residents without medical insurance. In urban areas, the breakdown of the state-owned enterprise system left many uninsured.
14 At the same time, the state reduced public funds channelled to health care and encouraged public health institutions to see themselves as economic bodies and to operate on a fee-for-service basis. 15 Rural health stations that once provided free medical care were transformed into fee-for-service health clinics. In this way, the financing gap that resulted from the reform was filled mainly by private out-of-pocket spending. 16 In the 1990s, some evidence suggests that an increased reliance on individual resources resulted in growing inequities in access to health. Preventive health care services declined as costs for those services rose, and immunization rates dropped as fees increased. 17 Throughout the 1990s, levels of insurance coverage were low. One study suggests that the overall insurance rate dropped from 26 per cent in 1989 to 23 per cent in 1997. 18 Moreover, research indicates that the uninsured are less likely to seek medical care, 19 experience shorter hospital stays and receive less medication and treatment compared with those who have insurance. 20 Similarly, research links insurance status to both the probability of seeking medical attention and selection of a medical provider. The insured are more likely to seek care when ill, and they are more likely to seek higher quality health services. 21 The implications of these changes
The China Quarterly for China's children are unclear. To our knowledge, studies of access to insurance among children do not exist.
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Education. Many of the reform-era changes in the health sector have parallels in the education sector. The transition to a market-oriented economy was clearly reflected in educational reforms aimed at efficiently producing an appropriately skilled labour force. 23 Policy reforms revolved around perceptions that educational quality was a serious problem at all levels, vocational and technical training were insufficient, and central administration of education was too rigid. 24 A complex hierarchy of programmes varying in length, quality, curriculum and financial base supplanted the egalitarian educational system of the 1970s. A major component of market-era educational reforms was the decentralization of the administration and finance of primary, secondary and tertiary education.
Decentralization (fen quan) had a profound, exacerbating impact on variation in public educational expenditures. 25 Through the 1980s and 1990s, provincial and county economic indicators were closely linked to educational investments, per-pupil spending and school availability.
26
Even within provinces and counties, case studies have established large differences in educational expenditures. 27 Currently, the central government runs and finances certain institutions of higher education; more typically, provincial, county, township and village governments respectively take responsibility for schools at the tertiary, upper secondary, lower secondary and primary levels.
28
For many poor rural areas, the lack of local government revenues or subsidies from upper levels of government significantly hinders school functioning. 29 In general, the government budget finances only teachers' wages. Other costs must be covered from local resources, either through specially raised earmarked funds collected from households, collective 22 . One recent study that examines the distribution of health insurance in China during the 1990s controlled for age cohort, but did not focus on access for children or the family or community characteristics associated with children's access. Akin China, 1989 China, -1997 contributions (shehui jizi), school-generated revenues or fees charged directly to students. 30 For example, in rural Gansu, one of China's poorest provinces, about 70 per cent of daily costs such as classroom supplies, heating and other similar obligations are financed from student fees, and 20 per cent are financed from school-generated revenue, mostly in richer villages.
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Available research from the early 1990s suggests that community resources significantly affected children's educational opportunities. One analysis of 1990 census data indicates that county per capita income was positively correlated with the probability of rural youth's enrolment in primary school, middle school and high school, net of family characteristics. 32 Consistent with these results, analysis of data from a national survey conducted in 1992 indicated that village income significantly predicted rural seven to 14 year-old children's enrolment status, net of household socio-economic status. 33 Using survey data from the early to mid-1990s, another study of 12 to 15 year-olds in eight provinces indicated that community poverty was a significant constraint not only on enrolment but also on progress through school.
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Summary. In short, in both the health and education sectors, finance changes in the reform period have raised the salience of both individuals' ability to pay and communities' ability to generate resources. While these changes emerged in the context of unprecedented prosperity in China, they also coincided with rising regional and household income inequalities. The renewed reliance of both the health and education sectors on local and individual support, taken together with increased economic inequality, raises important questions about trends in access to health and education services in the 1990s, and about whether children in poor families and poor communities were increasingly disadvantaged. We investigate these questions below.
Data and Methodological Approach
This article employs data from the China Health and Nutrition Survey (CHNS), a multi-purpose panel study of households that contains detailed measures of household and community socio-economic status, health, education and other social indicators. The first wave was collected in 30 1989 by the Chinese Academy of Preventative Medicine and the Institute of Nutrition and Food Hygiene, in collaboration with the Carolina Population Center at the University of North Carolina. Subsequent waves were collected in 1991, 1993, 1997 and 2000. The survey used a multi-stage, random cluster process to draw a sample from eight geographically diverse provinces that vary by level of economic development, public resources and welfare indicators. 35 Counties in each of these provinces were stratified by income, and four counties were randomly selected from each province. In addition, the provincial capital and a lower income city were selected. During each wave of the survey, household heads from approximately 3,600 households were interviewed about the attributes and activities of all household members.
The analyses employ data from the 1989, 1993 and 1997 waves of the survey. 36 To improve the comparability of the sample across years, we limit the analyses presented here to cases drawn from the seven provinces present in all waves of the survey: Jiangsu, Shandong, Henan, Hubei, Hunan, Guangxi and Guizhou. We used two subsamples of children drawn from the larger sample. In the insurance analysis, we used data for children aged 16 and under in each wave of the survey. In the analyses of educational outcomes, we used data for children aged 6-16 years old in each wave of the survey. We linked children to family and community characteristics. We consider three outcomes: insurance, enrolment and progress through school. In each wave of the survey, the household respondents were asked whether each member of the household had medical insurance or not. 37 The respondents were also asked questions regarding the education status of each member of the household, which we used to construct indicators of enrolment and progress through school.
38 Table 1 shows descriptive statistics for individual and community level characteristics used in analyses to predict child welfare outcomes. The durable goods index is used as an indicator of household wealth and economic status. 39 Because within the age range of our sample, children 36. To date, the 2000 wave is not publicly available. We chose to omit the 1991 wave for ease of interpretation, in order to have equal time intervals between waves.
37. Medical insurance was defined to include public insurance, labour insurance, work unit insurance, dependent medical insurance, co-operative medical insurance, maternal-child health insurance and planned immunization insurance.
38. We created an enrolment variable based on the answer to "Are you currently in school?" To measure progress through school, we used the response to "How many years of formal education have you completed in a regular school?" and the child's age to construct a second variable, expected grade, which measures grade attainment for age.
39. We created a durable goods index to measure family wealth. In each wave of the survey, household respondents were asked, "Does your household or do any household members own the following electrical appliances or other goods?" To reflect economic changes over time in China, several new items were included in the list of choices in the 1993 and 1997 waves. Regardless of small differences in the lists of items across the different waves, we summed the ownership of all items in each household, and divided the household into quartiles based on the total of items owned. Children's Social Welfare in China, 1989 China, -1997 Notes: *With the exception of the variable, village enterprise funds for education, these statistics describe the sub-sample of 0-16 year-olds used to model the probability of being insured. We used a smaller sub-sample of 6-16 year-olds to predict the probability of being enrolled in school and being in the expected grade. **These data were not collected in 1989. ∧ In the 1989 wave, the family durable goods index was composed of 10 items. To reflect economic changes over time in China, three new items were added to the list in the 1993 wave, resulting in an index of 13 items for that year. One additional item was added in the 1997 wave, resulting in an index of 14 items for 1997.
Sources:
CHNS , 1989, 1993, 1997. are increasingly likely to be in school at young ages then less likely to be in school at older ages, 40 we include linear and quadratic age effects. Finally, we incorporate a control for gender, which is coded 0 for female and 1 for male, because research has indicated gender differences in enrolment. 41 We included three measures to capture differences in communities: community income, the amount of funds generated by local village and township enterprises for health or education, and urban/rural residence. We used the log of community per capita income to examine the effect of community financial resources. 42 In addition, because previous research speculates that the capacity to raise extra-budgetary revenue (yusuanwai) locally is an increasingly important determinant of public welfare, 43 we included a variable measuring the amount of funds generated by local enterprises to public welfare in the analysis. We use the funds contributed to health in the insurance analysis and the funds contributed to education in the analyses of enrolment and progress through school. The financial contributions of village enterprises to public welfare services were not collected in the 1989 wave. Therefore, throughout our analyses, we first present a series of models without the village enterprise funding measure, in order to compare across the three waves. We then present models for the 1993 and the 1997 waves with the inclusion of the village enterprise funds variables. 44 Finally, we include urban/rural residence, which we coded 0 for rural and 1 for urban. This variable is included because research indicates that reforms may have influenced the educational experience of urban and rural children in 42. One weakness of the data is that community income is missing for approximately one-third of the cases in each year. Accordingly, we used several variables from the community survey to impute community per capita income. We analysed the results in several ways. First, the R 2 statistics from the 1989, 1993 and 1997 regressions were .883, .858 and .913 respectively, indicating that the variables included in the regression explain more than 85% of the variation in community income. Given the relatively high R 2 statistic, we decided that using the imputed values would result in estimates that were less biased than either excluding the cases with missing data or using the mean value of community income to replace the missing values. Next, we re-estimated our final models to examine whether the cases where we imputed community income were systemically different from the other cases. These estimates were not significantly different from the models presented in this article.
43. West and Wong, "Fiscal decentralization and growing regional disparity in rural China," pp. 70-85; Mun Tsang, "Financial reform of basic education in China," pp. 423-444.
44. In China, village and township enterprises are generally considered a rural phenomenon. However, in the CHNS survey, urban communities were also asked about whether "village, township, country or neighbourhood" enterprises contributed funds to public welfare services, such as health and education. In this way, the term village enterprise is used broadly in these analyses, referring to community-based enterprises as well as conventional, rural village and township enterprises. Children's Social Welfare in China, 1989-1997 different ways. 45 Similarly, the impact of health reforms may vary by urban and rural residence.
The analysis proceeds in two parts. First, we provide a portrait of access and inequality in the three waves of the survey, using a multi-level analysis of the links between family and community resources and children's welfare outcomes in each survey year. 46 This approach allows us to separate and identify specific family and community factors that can be statistically linked to child welfare outcomes. However, we are not able to make direct statements about changes over time in levels of access or determinants of access based on these models. Accordingly, in the second portion of the analyses, we use a generalized estimating equation approach to fit models that test changes over time in both levels and inequalities in children's social welfare. In fact, overall access to social services appears to improve for children during this period. While these descriptive patterns provide a broad picture of levels of access, the results are susceptible to sampling error. Furthermore, these trends do not account for differences in household and community characteristics. The following section uses multivariate analyses to isolate the determinants of access to services in each year.
Multivariate analysis of welfare outcomes by year. We begin by investigating the effects of family and community resources on the welfare outcomes of children in each year. Tables 2 to 4 46. We employ a multi-level logit specification: Logitij ϭ 00 ϩ 01Xj ϩ 02Xj ϩ 03Xj ϩ 10Xij ϩ 20Xij ϩ 30Xij ϩ uj where the 00 continues to be the average intercept across the population of communities and 01, 02, 03 … are the mean differences in the outcome between the communities associated with each community level variable. 10, 20, 30 … are the slope coefficients associated with each student level variable. u is a random effect, representing the common unobserved characteristics that distinguish community j.
47. We employ a logit specification: the results of these analyses for insurance, enrolment and expected grade, respectively, using a parallel structure. Each of these tables presents multi-level logit models of welfare outcomes in 1989, 1993 and 1997.
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They first present the statistically preferred models excluding consideration of the funding from village and township enterprise measures that were unavailable for 1989 (models 1-3), and next display the best fitting models with the inclusion of these variables (models 4-5).
Insurance. Table 2 presents the insurance status results. The results of the first three models suggest that children's access to insurance is conditioned by family and community resources. For example, the fitted odds of a child in the bottom household resource quartile being uninsured were 2 times those of a child in the top quartile for the 1989 wave, nearly 3 times for the 1993 wave, and almost 2 times for the 1997 wave. 49 Similarly, children who live in wealthier communities are significantly more likely to be insured in each year.
In addition, these results also suggest that certain attributes of communities may be shifting as determinants of child welfare. First, the coefficient for the log of community per capita income in the 1997 wave reveals the sizeable and significant effect that community financial 48 . In order to make the models comparable over time, we do not always select the presented models based on goodness of fit. For example, the best fitting model using the 1989 data included an interaction between gender and urban residence status that was not significant in the 1993 or 1997 waves. Because the interaction was not especially useful in addressing our research questions, we have excluded it from Table 4 . Similarly, the best fitting model for the 1997 data included an interaction between urban residence status and village per capita income that was not significant in 1989 or 1993.
49. The fitted odds that a child is insured is the ratio of the probability of being insured to the probability of not being insured. Odds(INSURANCE ϭ 1) ϭ P(INSURANCE ϭ 1)/Children's Social Welfare in China, 1989-1997 resources have on insurance status in 1997. More striking, when we add the variable that indicates whether a community contributes funds generated by local enterprises to health care in models 4 and 5, there is a positive relationship between whether a community donated these funds to health care and the probability of being insured, controlling for other individual and community characteristics. 50 The coefficient for the 50. We also add urban-rural residence status, which became a significant predictor for the 1993 wave.
The China Quarterly variable associated with funds donated by village and township enterprises is also large and significant in the 1997 wave, illuminating the influence of a community's ability to allocate local funds in the late 1990s. For example, in 1997, when a community did not donate funds from local enterprises to health care, the probability of a poor child 51 (bottom quartile) who lived in a rural community with average resources (median community per capita income) being insured was only 4.8 per cent. For an otherwise comparable child who lived in a community that contributed funds to health care, the probability of being insured was 17.3 per cent. These results support the hypothesis that the investment of local funds was importantly linked to health insurance access in the 1990s.
An additional notable finding is that the log of community per capita income remains significant even when we include funds contributed from local enterprises in the model. This finding suggests that community wealth and funds donated from village and township enterprises each have their own unique influence on the probability of being enrolled in school. Community per capita income continues to be important even in communities that donate funds from local enterprises to schools. Similarly, the contribution of funds generated by village and township enterprises is important in both low and high income communities. Table 3 provide two important findings. First, when we control for gender, age and community income, children with greater family resources are significantly more likely to be enrolled in school, in each year of the survey. For both the 1989 and 1993 waves, the fitted odds of a child in the top family resources quartile being enrolled in school were approximately 4.5 times the fitted odds of a child in the bottom quartile. For the 1997 survey, the fitted odds of a child in the top quartile being enrolled in school were 2.5 times the fitted odds of a child in the bottom quartile.
Enrolment. The enrolment results presented in the first three models in
Secondly, the results indicate that while community income was not a significant determinant of enrolment for the 1989 wave, it was significant in the 1993 and 1997 waves, net of other variables in the model. In these waves, children who lived in the wealthiest communities were always more likely to be enrolled in school, holding other factors constant. For example, in 1993, the fitted odds of being enrolled in school for a child who lived in a high-income community (90th percentile) was 1.3 times the fitted odds for a child who lived in a poor community (10th percentile). In 1997, the fitted odds of being enrolled in school for a child living in a high-income community were 2.2 times the fitted odds of a child in a low-income community. Children's Social Welfare in China, 1989 China, -1997 In models 4 and 5, we consider whether a community donated funds generated by local enterprises to education. In contrast to the findings presented in the examination of insurance, the results in model 4 do not reveal a significant relationship between whether or not a community donates funds generated by village and township enterprises to education and enrolment in the 1993 wave. However, the results displayed in model 5 reveal a marginally significant effect ( Ͻ 0.10) of contributing community funds in the 1997 wave. These results suggest that the contribution of community funds to local education may be increasingly important in 1997.
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Expected grade. Two key findings are displayed in Table 4 , which presents the results of the expected grade-for-age results. First, similar to the findings for insurance and enrolment, resource constraints are the household level hinder children's progress through school. In the 1989 sample, the fitted odds of a wealthy child being the expected grade were 3 times the fitted odds of a poor child being the in the expected grade. For example, the probability of a rural male who lived in a community with average community resources was only 75.5 per cent when the child was poor (bottom quartile), but was 90.6 per cent when the child was from the wealthiest families (top quartile). Models 2 and 3, which use the 1993 and 1997 samples, illustrate similar relationships between household resources and expected grade status in these years. In 1993, the fitted odds of a wealthy child being the expected grade were nearly 6 times the fitted odds of a poor child being the expected grade, holding all other variables constant. In 1997, the fitted odds of a wealthy child being in the expected grade were almost 4 times the fitted odds of a poor child. These findings indicate that the effect of family resources on access to schooling persists between 1989 and 1997. Perhaps most surprising among the results in Table 4 , community resources appear to have little influence on grade-for-age attainment. In models 4 and 5, we find that after controlling for household poverty, age, gender and community characteristics, whether or not a community donates funds generated by local enterprises to education does not influence grade-for-age attainment. Similarly, the log of community per capita income is not a significant predictor in the 1989 or 1993 waves, controlling for household resources, gender, age and urban/rural residence. However, the coefficient on this variable in model 3 indicates that the income level in a community influences the probability of a child being in the expected grade in the 1997 wave. Children who lived in high income communities were consistently more likely to be in the expected grade in 1997.
Multivariate analysis of changes in welfare outcomes. The preceding sections focused on patterns of access and inequality in each year. Results indicate that access to child welfare services, operationalized as health insurance, enrolment and progress through school, are shaped, in part, by resources in the family and community. The results suggest that the effect of household economic resources on child welfare persists throughout the period. Moreover, the analyses hint that community economic resources may be increasingly important determinants of health and educational access. However, we are only able to speculate about changes over time without testing for the generalizability of our assumptions. Has the overall level of access to children's welfare services changed? Have disparities between children from poor and wealthy families increased in post-reform China? Do community economic resources matter more? Here, building on the models developed to predict welfare outcomes specifically for each year, we investigate these questions by estimating cross-wave models to provide statistical tests of changes in both access and the determinants of access across the three data points. Table 5 displays the results of cross-wave analyses predicting insurance, enrolment and progress through school as a function of family and community characteristics. We display three models for each outcome. First, to provide a statistical test of the descriptive findings in Figure 1 , we present a year-only model, which tests whether the overall access level to welfare services changed during this period. Next, we show a main effects model, which presents the effect of family and community predictors after controlling for the other variables listed in the China, 1989 China, -1997 main effects models. Finally, we present an interaction model, which includes interactions between each of the years and the family and community resource variables, to test for changes in the effects of these factors on child welfare. An examination of the year-only models for each of the outcomes highlights a striking finding: health and educational indicators of child welfare improved over time. Children are more likely to be insured, enrolled in school and in the appropriate grade for age in 1997 when compared with 1989. In the main effects models, we include measures of family wealth, community wealth and other demographic controls. Several important findings emerge. First, when we control for demographic features, family wealth and several community characteristics, the education outcomes continue to indicate improvement between 1989 and 1997. However, when we hold family and community wealth constant, access to insurance declines between 1989 and 1993, but the probability of being insured in 1997 is not significantly different from 1989. This suggests that while access to insurance is rising overall, the increase may be attributed to improvements in family and community circumstances. Furthermore, the results in Table 5 indicate that children from poor families are significantly disadvantaged in health and education in each wave of the survey, while children who live in financially-constrained communities are disadvantaged in health and enrolment.
We now turn to the interaction models to examine whether the relationships between family and community resources and each indicator of child welfare have changed over time. The coefficients on the interaction terms for year-by-durable goods indicate that the relationship between family wealth and the probability of being insured is stronger in the 1993 wave than in the 1989 wave.
52 Similarly, the interaction terms for year-by-community per capita income suggest that community wealth is more important for insurance in both 1993 and 1997 than in 1989. In education, the interaction terms suggest that the strength of family resources as determinants of educational outcomes has not changed during this period. However, the effect of community per capita income on enrolment and expected grade is significantly larger in the 1997 wave, suggesting that community wealth may play an increasingly important role in education in the later 1990s.
The models presented in Table 6 include a variable indicating whether a community donated funds from the local village and township enterprises to health or education. Like the models presented in Table 5 , we include three models for each child welfare outcome. We are most interested in the main effect and interaction models. The main effects models suggest that the contribution of local funds generated by village and township enterprises to public welfare is a significant determinant of 52. An examination of the year by durable goods index interaction for the 1997 wave reveals that children in the wealthiest families (top quartile) are less likely to have insurance than children from the poorest families. One explanation for this finding is that wealthy families, entrepreneurs etc. are opting out of insurance and choosing to pay for their own medical care. insurance and a marginally significant determinant of enrolment outcomes (p Ͻ .10), controlling for demographic features, family wealth and other community characteristics. Furthermore, a significant interaction in the insurance model suggests that the contribution of local funds to local Children's Social Welfare in China, 1989 China, -1997 health was more important in the 1997 wave. Likewise, the marginally significant interaction in the enrolment model hints that the contribution of these funds to local schools may also be increasingly relevant. These findings suggest that the importance of local financing increased in the later 1990s.
Discussion and Conclusions
More than two decades have passed since the Chinese government began their ambitious plan to bring China into the market. By a number of measures, market reforms have been successful. China has a developed a rapidly growing economy and living standards have improved for most Chinese citizens. At the same time, changes in the finance of social services, characterized by a rising dependence on the ability to pay for services, have affected children's opportunities to attend school and to seek health care when sick. While scholars have raised important questions about social welfare access and inequality in this period, no research has sought to understand the experiences of children in the wake of market reforms. This article begins to fill the gap, by shifting attention to children. The results present a complex picture of social welfare access for children and its changes in the 1990s.
Our analysis of children's access to health and education services yields three notable results. First, contrary to prevailing beliefs, our results refute the notion of an across-the-board decline in the provision of child welfare services. Descriptive figures actually suggest improvements in welfare indicators. During this period, levels of school enrolment and grade-for-age attainment were relatively high, ranging from roughly 80 to 90 per cent. Moreover, the probability of being enrolled in school and being in the appropriate grade-for-age increased between 1989 and 1997, even when we controlled for family wealth, community per capita income, urban-rural residence, age and gender. However, our results regarding access to insurance reveal that while overall access to insurance has increased during this period, these gains do not persist when we controlled for individual and community characteristics. Children were less likely to be insured in 1993 compared with 1989 when we accounted for family and community resources. Children's access to insurance in 1997 was not significantly different from 1989, suggesting that gains in access to insurance were made between 1993 and 1997. Nevertheless, children's access to insurance remains strikingly low; less than 20 per cent of children were insured in 1997.
Secondly, analyses highlight the significant disadvantages in insurance and education experienced by children from poor families in each wave of the survey. Throughout the period, poor children had substantially lower chances of having health insurance, being enrolled and being in an age-appropriate grade than their wealthier counterparts. In 1997, only 10 per cent of poor children were insured, compared with nearly 30 per cent of children from wealthy families. The enrolment gap and expected grade-for-age gap between poor and wealthy children were 8.3 and 13.3 percentage points, respectively. While these disparities endure throughout the period, the gaps in access to schooling between rich and poor households did not systematically widen. Results are more equivocal for insurance. Multivariate results did indicate that household socio-economic status was more important for insurance in 1993 than in 1989, but they also showed that effect of household socio-economic status was not significantly different in 1997 from 1989. These findings may reflect the behaviour of China's wealthier families, who are opting out of insurance schemes and instead choosing to pay for their own medical services.
Finally, we see clear evidence that communities play a fundamental role in the provision of social services. Even more striking, the importance of community financing has increased during this period for some welfare services. Resource constraints at the community level were barriers to health insurance in each of the survey years and to education in 1993 and 1997. Children who lived in wealthier villages were always more likely to be insured, enrolled in school and in the expected grade when compared with their counterparts in resource-poor communities. Furthermore, children who lived in communities that devoted funds from local enterprises to public health were more likely to be insured. In the cross-wave analysis, the effect of community per capita income on insurance status was stronger in both 1993 and 1997 compared with 1989. Similarly, whether communities devoted funds from village and township enterprises to health mattered more for insurance in 1997 than in 1993. In the cross-wave analysis of enrolment and expected grade, community per capita income also mattered more in 1997 than in 1989. Marginally significant results suggest that children in communities that were able to devote funding from local enterprises to education were more likely to be enrolled in school, and that the advantage may have increased by 1997.
These results resonate with Croll's concerns about the increasing relevance of community ability to generate resources in determining access to social services. The central government's ceding of responsibility for the provision of social services left local communities with no choice but to take on new responsibilities for providing basic health and educational services. In fact, a welfare crisis may have been averted largely because of the financial contributions of communities. Yet, while many local communities have managed to fill the gap left by the retreat of the central government, their future success is largely dependent on the capacity of local economies and the profitability of village enterprises. As these unpredictable community resources become increasingly relied on, concern for the children who live in communities that cannot afford to defray the costs of health care and education is warranted.
In addition, although our study cannot empirically address the issue of quality of welfare services, decentralization and privatization of costs imply that the quality of schooling and health care may be increasingly diverging for rich and poor households and communities, even as access to the system has expanded. Our field visits to several schools and health care facilities suggest that both the steady marketization of education and health, combined with a new reliance on non-government and com-
